long run. They may make matters worse by deluding you that they obviate the need to put things right.
In the case of medicine I do not believe there is a public relations problem at all. Every doctor is his own best public relations expert. Your professional bodies stand high in the public esteem. Shaw's gibe may have been extreme, but it embodied a forced compliment.
What is wanted is a changed public attitude to medicine, an educated attitude.
At first glance, a seeming analogy is the Law. It affects us all. We are constantly aware of its hazards. We are perfectly entitled to cope with them ourselves. We hardly ever do so. We all have our ideas on one particular law or another, and on the Law's administration generally. We recognize none the less that it is a highly specialized job and happily leave it to the experts. Great pleaders, however unintentionally, attract immoderate publicity to themselves; the profession as a whole rides the burden comfortably. Lawyers dispute controversial issues in public with laymen cheerfully joining in; no one, least of all the Law, seems to suffer in consequence.
Closer The purpose of this paper is to draw attention to the desirability of the early diagnosis of intracranial tumours as a cause for failing vision, exemplified by a series of patients with suprasellar meningiomas. Cushing and Eisenhardt (1938) , in describing their series of 28 suprasellar meningiomas, wrote: "Few meningiomas have a more distinctive symptomatology; few appear to have a better prognosis when surgically removed; and few promise in the future to be as easily recognized while still of small size." Progress towards the realization of the "promise in the future" has been slow indeed, as this paper shows.
Present Series
In a period of 25 years (1936-61) 858 proved cases of meningioma have been admitted under the care of one of us, of which 50 have originated in the suprasellar or intrasellar regions. A survey of these 50 cases shows that they can be roughly divided into two groups-those with tumours of very small size (17 cases) and those with tumours often of great extent (33 cases). The dividing line between the two groups was arbitrarily taken as a tumour greater or less than 3 cm. in diameter, for above and below this size the technical problems of surgical removal are very different.
Broadly speaking, in the vast majority of cases the symptomatology in these 50 patients was confined to progressive failure of visual acuity and/or the appreciation by the patient of increasing limitation of the field of ;vision of one or both eyes. In only a few of the patients with " large " tumours was the onset of a different character, as is shown later. While On examination all showed either blindness or diminished acuity, field defect, and optic atrophy in one or both eyes. None revealed any other abnormal neurological signs. Plain x-ray films of the skull were normal in all but four cases. Ventriculography and angiography showed nothing abnormal in three patients: in the remaining 14 one or other special radiological examination gave supportive evidence for the clinical diagnosis of compression of the optic nerve or chiasm by a space-occupying lesion.
At operation the tumours were found to vary in size from just under 3 cm. in diameter to a frill of tumour only a few millimetres in thickness surrounding an optic nerve. In 10 of these cases complete macroscopic removal. was achieved, followed by coagulation of the dura mater at the point of origin of the growth. In seven total excision was not possible for technical reasons, and these seven were subsequently treated by irradiation. There was no operative death.
Subsequently eight cases were unchanged so far as visual acuity and field defect were concerned, but in nine there was definite and measurable improvement. In the 10 patients in whom complete excision of the tumour was achieved there has been no symptomatic or clinical evidence of recurrence over periods ranging up to 11 years since operation. In only two of the seven patients in whom subtotal removal was performed has there so far been clinical evidence of recurrence at 7 and 10 years after operation and deep x-ray therapy. The remaining five are still free from recurrence over periods varying from 21 to 11 years.
The result of treating these 17 patients with early tumours has been to arrest the deterioration of vision in every case and to improve it in nine. In the two patients with recurrent tumours arrest of visual failure lasted for 7 to 10 years. No death has occurred.
A comparison of these two groups shows that whilst the larger tumours tended to be found in a rather older age-group (an average age of 49.8 years as opposed to 44 years), the average duration in symptoms was shorter in those with large tumours (26.3 months compared with 36.4 months). Women were more often affected thanrmen, with a 4.6: 1 preponderance in small histories varied between one month and eight years, BRrun MEDICAL JOURNAL and 2: 1 in large tumours.
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MEDICAL JOURNAL Discussion The great difference in results as regards the saving or improvement of vision as well as mortality is striking, but is easily explainable on anatomical grounds. Wben the tumour is of large size the anterior cerebral arteries, the anterior communicating vessel, and the distal anterior cerebral arteries ate stretched tightly over its dome and posterior surface: the floor of the third ventricle is displaced far upwards and backwards, and the foramina of Munro may be occluded, resulting in dilatation of the lateral ventricles and greatly raised intracranial pressure. Damage to any of these structures is all too easily inflicted, with a possibly fatal outcome.
The optic nerves and chiasm are very extensively involved in these vast tumours, the nerves being greatly elongated and displaced backwards if not laterally as well, while the chiasm is broadened and thinned, and is pushed backwards and downwards. It is infinitely more difficult to free these structures from the tumours, for they are often adherent to the capsule, softer in consistency than normal, and very readily harmed during dissection. For this reason improvement in visual acuity or field is more difficult of achievement, while aggravation of pre-existing defects is all too common.
Operative intervention in early cases is a much simpler matter, especially with the aid of hypothermia and intravenous urea, which, by producing great shrinkage of the brain, enable the frontal lobe to be raised with ease and without trauma, providing an admirable view of all essential structures.
Unfortunately, early examination will not always reveal a small tumour, for the duration of symptoms was found to be actually less in the large tumours than in the small ones. This discrepancy can perhaps be explained by postulating the differing rates of growth of the tumours, but it is also possible that the exact point of origin of the growth is responsible in part. Once a tumour has reached a large size its area of dural attachment is extensive, and it can be imagined that some of them originated at a point well away from the actual optic foramina and sellar lip, thus allowing them considerable room for expansion before pressure on the nerves or chiasm becomes serious. The smaller, more strategically placed tumours in the immediate vicinity of the optic foramina would at once involve the appropriate optic nerve. Nevertheless, a slow rate of growth must be the answer in those patients with small tumours and a history of many months or years of visual disturbance. Although the suprasellar tumours are only a small group representing some 6% of meningiomas in this series (but nearly 9% in Cushing and Eisenhardt's) the establishment of the diagnosis at an early stage may well make the difference between life and death to the patient, to say nothing of the preservation, as opposed to the loss, of eyesight.
The average duration of two and a half and three and a half years of symptoms in these two series certainly leaves much to be desired in the direction of early diagnosis.
During this 25-year period when these 50 suprasellar meningiomas were encountered, 14 additional patients were subjected to exploration of the optic chiasm on the same clinical basis. In 5 of the 14 unmistakable chiasmal arachnoiditis was revealed, in one a glioma of the optic chiasm was found, and in the remaining eight cases no abnormality of optic nerves or chiasm could be seen. No benefit accrued in any of these 14 cases as a result of exploration of the chiasm and nerves, although these structures were dissected free in the cases of arachnoiditis. The one patient with a chiasmal glioma could not be treated by excision of the tumour as this would have produced bilateral blindness. In none of these 14 patients was harm done by exploration.
It cannot be emphasized too strongly that progressive failure of vision, even in a single eye, justifies the earliest possible admission for specialized investigation. Only in this way can many tragedies be averted.
Summary
Fifty cases of suprasellar meningioma are reported, of which 17 were " small " and 33 " large."
The symptomatology was almost entirely confined to diminution in visual acuity andfor visual fields. Surgical excision of the small tumours is attended by no mortality and there was a high proportion of improvement in visual signs and symptoms. Surgical excision of the large tumours is extremely difficult and has a high mortality rate.
Emphasis is laid upon the need for early diagnosis in the hope of being able to operate when these tumours are of small size.
Unfortunately length of history is no guide to the size of the tumour, and it is evident that there must be wide variations in their rates of growth. Facial paralysis of lower-motor-neurone origin may be due either to physiological (reversible) block or to degeneration of the facial nerve. The prognosis depends on which has occurred, the chances of full recovery being good in physiological block but poor in degenera, tion. The present study demonstrates how accurately this knowledge may be acquired early in the course of the paralysis by a simple electrodiagnostic test.
Historical Note Electrodiagnocis of facial palsies was first described by Duchenne (1872) . He distinguished between motornerve-excitability tests and those based on local stimulation of individual muscles. For stimulation of the facial nerve as it leaves the stylomastoid foramen he recom-*Now at St. Bartholomew's Hospital, Rochester, Kent.
